Aim: To report a patient with unilateral exudative retinal detachment due to pansinusitis. 
Introduction
Choroidal vascular permeability and RPE dysfunction due to inflammatory, vascular, degenerative processes are the major pathological conditions that may lead to exudative retinal detachment. There is a water flow balance between vitreous cavity and choroid. Retinal pigment epithelium (RPE) has an active role on this balance by pumping water and ions into the choroid from the vitreous. When this balance is impaired due to several reasons, fluid accumulates in the subretinal space and exudative retinal detachment ensues [1] , [2] , [3] . We hereby report a case with unilateral recurrent exudative retinal detachment as a consequence of sinusitis.
Case presentation
A 65-year-old woman with a two-month history of blurred vision, red eye and lid swelling in her left eye was referred to us. She was diagnosed to have exudative retinal detachment elsewhere and no clinical response could be achieved with prior systemic steroids. Our examination yielded no proptosis bilaterally and her motility was full.
However conjunctival hyperemia, episcleral and conjunctival vessel engorgement were noted in OS (Figure 1 ). Her best-corrected visual acuity was 20/20 in the right eye and 20/200 in the left eye. No relative afferent pupillary defect was noted. Color vision with Ishihara plates was 20/21 OD and 9/21 OS. Cornea was intact. Anterior chamber and vitreous were clear. Intraocular pressures with the Goldmann applanation tonometry were 12 and 14 mmHg in the right and left eyes respectively. While right fundus was normal fundus examination revealed a 360°exudative detachment in OS ( Figure 2 ). Computerized tomographic (CT) examination revealed chronic pansinusitis, left retinal detachment adjacent posterior scleritis, enlargement proximal optic nerve and retrobulbar striation due to cellulitis (Figure 3) . She was hospitalized and Ear Nose Throat (ENT) consultation was obtained. Pansinusitis with nasal polyps was diagnosed. Full systemic work-up was performed and no systemic disease was detected except the sinusitis. She was put on intravenous ceftriaxone and metronidazole. Conjunctival hyperemia and episcleral engorgement regressed and VA increased up to 20/70 in the left eye. Intravenous therapy was switched to oral sefuroxime and the patient was discharged. She returned one month later with decreased vision in her left eye again. She was experiencing pain with eyeball movements and the motility was also slightly restricted. This time visual acuity was hand motion in the OS and again there was 360°exudative detachment. She had a relative left afferent pupillary defect and color vision in the left eye was 0/21. She was readmitted and orbital CT was obtained again. Total paranasal sinus obliteration and scleral thickening was observed ( Figure 4 ). She was put on intravenous ceftriaxone and metronidazole and underwent sinus surgery and orbital decompression with polypectomy. Her visual acuity improved up to 20/100 two days after the surgery, stabilized at 20/30, exudative detachment had disappeared and no further recurrence occured during the follow-up of 10 months. 
Conclusions
Inflammation is one of the major factor for exudative retinal detachment as it causes blood-ocular barrier breakdown and impairs the vascular permeability [1] , [4] , [5] . Green et al. [4] , in their experimental study, reported that intravitreal endotoxin injection caused marked blood flow disturbances at the choroid level. A variety of systemic bacterial, fungal or viral infections such as tuberculosis, lyme disease, histoplasmosis, cryptococcus, herpes or cytomegalovirus were reported as etiological factors for exudative retinal detachments [5] . Exudative retinal detachment is treated according to the nature of underlying disease. For appropriate treatment, the underlying cause should be searched and thereby detailed systemic investigation should be carried out. Alten and Meyer [6] , reported a 48-year-old woman with central serous chorioretinopathy (CSC) in association with pansinusitis who were initially treated with high-dose steroids and CSC was attributed to steroid usage. To the best of our knowledge, this is the first report of a case that developed exudative retinal detachment due to pansinusitis and only recovered after sinus surgery and orbital decompression surgery.
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